Introduction
There has been concern in recent years about the low priority given to respiratory medicine in the allocation of resources, particularly in relation to staffing'2 and to research.3 It was therefore considered appropriate to assess the burden of respiratory disease in the community and the implications for the health services. This report is a synthesis of the currently available information on respiratory disease, and is focused on England and Wales; in some cases, however (notably with the General Household and the Health and Lifestyle Surveys), it has been impossible to separate the England and Wales data from those for Scotland. Throughout the paper the burden of respiratory disease has been related to all diseases combined rather than to specific disease groups.
In 1975, in a discussion on biomedical research priorities, Black and Pole published a report on the health burden imposed by 54 different disease categories. 4 Although not primarily concerned with respiratory disease, they ranked it as second in importance to mental illness and mental handicap. Over the last 15 years several important changes have occurred. There has been a steady decline in the proportion of adults who smoke; in 1974 51% of men and 41% of women over 16 years of age were regular smokers, but by 1984 the proportions had dropped to 36% and 32%.5 There has been a continuing shift in the age distribution of the population such that the population aged 75 years or more increased by 24% from 1971 to 1981, but that below the age of 15 fell by 13%. 6 The incidence of some diseases (notably tuberculosis) has continued to fall whereas there have been reports *This report by the Department of Clinical Epidemiology (which incorporates members of the Medical Research Council Cardiothoracic Epidemiology Group) at the National Heart and Lung Institute was prepared by Dr P Cullinan.
of increases both in the prevalence of and in mortality from asthma. There have also been changes in the nature and geographical pattern ofair pollution and in the use of antibiotics. Sources Data on mortality, morbidity, and financial costs are presented from the sources listed in (table 2) . In men almost half of all respiratory deaths were attributed to malignant disease, a substantial proportion (29%) of which was in persons aged 45-64 years. In women the commonest cause ofrespiratory death was pneumonia, accounting for half the deaths in women aged 65 years or more.
In the same year 63% of all deaths under 1 year of age were attributed to congenital lesions or to conditions specific to the perinatal period, which include several respiratory causes (respiratory distress syndrome, birth asphyxia, aspiration, etc). 949 In the third national morbidity study in 1981-2, 26% of males and 28% of females consulted their general practitioner for one or more respiratory complaints, the commonest being acute respiratory infection (table  3) .
Comparison with the second morbidity study, carried out 10 years previously,'7 showed a substantial increase in the rate ofpatients consulting for asthmafrom 9-6/1000 patients at risk in 1970-1 to 17-8/ Figure 1 shows the trends in rates for specific respiratory diseases; the increase for obstructive airways diseases is largely accounted for by an increase in deaths and discharges for asthma, Respiratory disease in England and Wales which has more than offset a steady decline in deaths and discharges for chronic bronchitis and emphysema (the latter two categories shown by dotted lines).
In 1985 the average number of hospital beds used daily for all respiratory diseases was 16 127 General practice diagnostic patterns have also been analysed in a report from the Office of Health Economics. In 1984 six of the top 20 diagnoses were respiratory, accounting together for 11% of all diagnoses. Bronchitis (unspecified, ICD code 490) accounted for 2-7% of all diagnoses and acute upper respiratory infection (ICD code 465) for a further 2-1%.
General practitioner prescriptions account for about 85% of all prescriptions issued in the United Kingdom. In 1982 9 0% of all drugs so prescribed were classified as respiratory.5 A further 9-5% were broad spectrum antibiotics, of which many were probably for respiratory infections. Unpublished figures from the Department of Health and Social Security indicate that prescriptions for drugs used in the treatment of asthma rose from 3-6% of the total in 1977 to 6-0% in 1986. In 1977 2-57 million prescriptions were issued for inhaled bronchodilators (0 7% of the total); by 1986 the figure had risen to 10 million (2-9% of the total). Over the same period prescriptions for theophylline preparations rose from 2-38 million to 3-82 million.
Costs
In 1984 the total health expenditure in the United Kingdom was about £17-3 billion.'8 Hospital services accounted for most of this (£l0s28 billion), general practitioner services accounting for £1-23 billion, pharmaceutical expenditure £1e75 billion, and miscellaneous services (ambulances, administration, etc) a further £2-06 billion. The data presented in this paper suggest that about 10% of all hospital expenditure, pharmaceutical services, and miscellaneous services and 20% of general practitioner services are for respiratory disease. This study focuses on respiratory disease and no systematic attempt has been made to rank the resultant health burden against other disease categories. Some comparisons, however, may be interesting. In the age group 45-64 years respiratory malignancy accounted for 13% of all male deaths in 1985, compared with 39% from ischaemic heart disease (ICD codes 410-414). In the National Morbidity Survey of 1981-2 about 27% of all registered patients consulted for respiratory diseases (2% for asthma), compared with 13% for musculoskeletal and connective tissue diseases (3% for back pain) and less than 2% for ischaemic heart disease. In 1986 8% of Post Office medical retirements (or deaths in service) in men were attributed to respiratory disorders; 20% were due to ischaemic heart disease, and 29% to musculoskeletal disease.
These data have been collected from various sources, in some cases from large national surveys and in others from routinely collected statistics. Difficulties in interpretation inevitably arise, particularly in the comparison of data obtained from different sources at different times. The accuracy of diagnostic categories is likely to vary considerably between the various sources and is likely to be least reliable for selfreported illness. Self assessed morbidity from the General Household Survey has, however, been found to correlate well with morbidity as assessed by general practitioners'9; and in general there is good agreement between the various sources. In some cases detailed interpretation of data is difficult; hospital admission data, for example, do not distinguish hospital discharge from inpatient death or the number of patients admitted from the total number of admissions. An increase in the total number of admissions may therefore reflect a change in admission policy (an increase in the number of admissions per patient) rather than an increase in the number of different patients admitted. Similarly, drug prescription data may reflect an increased disease prevalence or an increase in the number of drugs available, or a change in medical perception of a disease and its treatment. Some of the most consistent trends are seen in asthma over the last 10 years (fig 2) . There have been substantial increases in hospital discharges and deaths, rates of general practice consultations, drug prescription rates, and mortality ascribed to this cause. It is not possible to say how much of this is attributable to diagnostic transfer (for example, away from "chronic bronchitis" in adults or "wheezy bronchitis" in children) and how much to a real increase in the incidence or severity of asthma.
Bumey'" has reported an increase in asthma mortality in the 5-34 year age group, in which diagnoses are considered to be most consistent.
Although notification rates for tuberculosis continue to fall, the decline has been slower than many predicted. This is partly due to the high rates of tuberculosis in immigrants from the Indian subcontinent2' as well as to a slowing of the rate of decline in the white population. 22 
